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more than 7 days, requiring a blood patch to definitively close. The
use of this sealant in selected cases could contribute to reduce the
incidence of this complication; if it occurs, the duration is certainly
shorter.5
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Extrapleural hematoma as a complication of
spontaneous pneumothorax
El Hassane Kabiri, MD, Adil Arsalane, MD, Abdelfettah Zidane, MD, and
Fouad Atoini, MD, Rabat, Morocco
Extrapleural hematoma (EH) is rare. Only a few caseshave been reported under different names: extrapleural,subpleural, or epipleural hematoma. It is potentiallylethal because of bleeding risks and ventilatory conse-
quences.1 We present a patient with an EH after spontaneous
pneumothorax who successfully underwent operation.
Clinical Summary
A 23-year-old man was referred to our department for acute
right-sided chest pain and dyspnea. The patient was in a stable
hemodynamic state; his arterial pressure was 110/75 mm Hg, heart
rate was 110 beats/min, oxygen saturation was 96%, hematocrit
value was 28%, and hemoglobin value was 9.3 g/dL. Chest radi-
ography showed an important basal pleural effusion, an apical
pneumothorax, and a rounded opacity in the upper right side of the
thorax with delineated convex borders suggesting an extrapleural
lesion mimicking a benign tumor (Figure 1). Chest drainage re-
moved 1600 mL of blood and revealed air leakage. Thoracic
computed tomography scan (Figure 2) confirmed hemothorax and
revealed a well-defined, hyperdense mass in the upper right side,
measuring 4.5  4.0 cm. This mass was not surrounded after
contrast injection. This finding was compatible with the diagnosis
of hemopneumothorax complicating a pleural benign tumor such
as a fibroma. Surgery was in-
dicated both for examination
of the thoracic mass and treat-
ment of pneumothorax. Sur-
gery was performed through a
mini-posterolateral thoracot-
omy. A blood collection be-
tween the parietal pleura and
the endothoracic facia was discovered. The hematoma was evac-
uated, and a pleural abrasion was performed. The postoperative
course was uneventful. The chest tube was removed on day 3. The
pathologic study of a fragment of hematoma showed no abnor-
mality.
Discussion
EH can be defined as the presence of blood in the extrapleural
space between the parietal pleura and the endothoracic fascia.
The presence of blood between the lung parenchyma and the
visceral pleural is impossible because of the lack of space between
the lung and the visceral pleura. Many causes of EH have been suggested:
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doi:10.1016/j.jtcvs.2006.03.051 Figure 1. Chest x-ray film showing right pleural effusion, apical
pneumothorax, and upper extrapleural mass.
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traumatic, iatrogenic, spontaneous (as a presentation of ruptured aortic
aneurysm), after surgery (particularly coronary surgery), sympathectomy,
and pleural thoracoscopic abrasion for spontaneous pneumothorax.1,2 EH
is created when the blood cannot escape into the pleural cavity
because the parietal pleura is still intact. In this case, we think the
parietal pleura was minimally ruptured, and the tear was then
secondarily closed by close contact with the lung or perhaps an
apical adhesion between the parietal and the visceral pleura, leav-
ing a space for the hematoma to form. There is no specific clinical
symptom for the diagnosis of EH. In this case, chest pain and
dyspnea were related to pneumothorax and hemothorax. Chest radi-
ography and computed tomography scan confirmed the diagnosis
showing the pathognomonic sign: displaced extrapleural fat layer and
parietal pleura or a pleural lining sign.1,3
EH must be differentiated from other diagnoses such as an
encysted pleural effusion, a pleural tumor, a peripheral lung tumor,
or a diaphragmatic hernia.
The management of EH depends on its size and cause. Many
procedures have been proposed to evacuate the hematoma. When
the hematoma is minimal, a simple observation can be proposed as
suggested by Poyraz and colleagues.4 Some authors have dis-
cussed the possibility of needle aspiration or drainage, but when
the size of hematoma is important a thoracotomy should be per-
formed because of the risk of bleeding and ventilatory and circu-
latory disturbances. In our case, open thoracotomy was indicated
for 3 reasons: the treatment of hemothorax and cause of bleeding,
exploration of the pleural mass, and abrasion of the pleura. Some
reports have proposed video-assisted thoracic surgery for the man-
agement of chest trauma. We think that this method is safe and
minimally invasive, although some authors consider it to be a
major contraindication for approaching and managing EH.1,3,5
EH has not received any attention in the literature of chest
trauma. EH is a serious condition because of the risk of bleeding,
respiratory failure, and death.
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Figure 2. Chest computed tomography scan showing well-defined,
hyperdense extrapleural mass in the upper right side of the thorax.
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